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Educational Needs of Health Professionals in the
Treatment of Chronic Low Back Pain
Behaviour Therapy is not used to a great ex-
tent in the physiotherapy management of
chronic low back pain; yet the clinical research
literature indicates that behavioural techniques
may assist the maintenance of treatment gains.
Two questionnaires were devised for hospital-
based physiotherapy graduates to assess know-
ledge of behaviour therapy techniques and their
relevance to physiotherapy management of the
patient with chronic low back pain. Third-year
undergraduate physiotherapy students who had
just completed their Behaviour Therapy course
at Cumberland College of Health Sciences, con-
stituted the comparison group. Results showed
that the graduates and physiotherapy students
had comparable levels of knowledge. Both
groups believed that the physiotherapist's use
of behaviour therapy techniques was primarily
for the purposes of improving the patient's daily
activity and muscular state.
Physiotherapy training for the management
of this difficult patient group is discussed.
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Low back pain is a common con-
dition presenting for management by
health care workers in our society.
Physiotherapists are often involved in
the management of this difficult con-
dition, and are sometimes the sole
provider (for example, in Hospital
Outpatient Department; Private Prac-
tice) of relief for the home-based pa-
tient.
Whilst traditional physiotherapy
management techniques; that is, elec-
trical stimulation, exercise pro-
grammes, relaxation training, biofeed-
back, instruction in body mechanics
(Doliber 1984) have been used with
short term success for acute low back
pain, similar procedures employed for
those with a history of long term
chronic pain have not been as success-
ful. Clinical observation and experi-
ence as Clinical Educators has shown
that, despite conventional physio-
therapy intervention, the requests from
these patients for symptom relief con-
tinue unabated.
Research shows that behaviour ther-
apy programmes for chronic pain can
extend the period of symptom relief
(Anderson et at 1977, Cinciripini and
Floreen 1982, Roberts and Reinhart
1980).
Heinrich, et at (1985) took two
groups of home-based chronic low back
pain patients and applied standard
Physiotherapy to one group, which in-
volved instructions in pain control
strategies, relaxation training, exercise
and body mechanics; a complex of be-
haviour therapy techniques was applied
to the other group. The behaviour ther-
apy techniques included: instruction in
pain-as-complex experience influenced
by attitudes, emotions, interpersonal
factors; social reinforcement for moves
to self-assessment and management;
assertion training. At six-month foll-
ow-up, some improvements were still
evident in both groups but more so in
the behaviour therapy group.
Heinrich et at concluded that physio-
therapy has an important and specific
contribution to make to the relief of
chronic low back pain, but in order
for the gains to be maintained, the
application of behaviour therapy tech-
niques such as shaping, positive rein-
forcement, generalization, and con-
tracting should be integrated -into
physiotherapy management. Thus the
cycle of disabling recurrences of inju-
ries which characterize the life of the
chronic back pain patient might be dis-
rupted.
Training in behaviour therapy tech·
niques is not universal in Australian
physiotherapy undergraduate courses.
The present study aimed to assess
physiotherapists' knowledge of behav-
iour therapy, and also the extent of
acceptance of different behaviour ther-
apy approaches which have been in-
corporated into various programmes
for chronic low back pain. If, as Hein-
rich et at suggest, behavour therapy can
improve outcomes of physiotherapy
programmes for chronic low back pain,
then an educational need may be iden-
tified by the present study.
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Table 1:
Background characteristics of physiotherapists working in Sydney hos-
pitals, and third-year physiotherapy students at Cumberland College in
1987
It can be seen that the physiothera-
pists were on the average fairly recent
graduates and in fact forty-nine (49)
of the sixty-six (66), or 74%, were
Cumberland College graduates (years
of Cumberland College of Health Sci-
ences graduation 1975 - 1987).
Stimuli
Questionnaire I was a behaviour
therapy general knoWledge quiz and is
shown in the Appendix with the scoring
method.
It was designed to compare know-
ledge of behaviour therapy between
physiotherapy students and physio-
therapy graduates who had been in
practice for some years.
Whilst by no means exhaustive, these
questions were chosen to test know-
ledge of current behaviour therapy
practice, not knowledge of early, strict
learning-theory rules for behaviour.
Three Psychologists experienced in the
teaching and practice of behaviour
therapy reviewed the items and the
scaling. One item was modified to
achieve 100070 agreement on content
and scaling. A range of difficulty was
included to avoid floor and ceiling ef-
fects. Items were randomly ordered.
Responses were scored using a Likert-
type scale.
Responses to Questionnaire I, de-
signed, firstly, to determine the level
of knowledge of behaviour therapy
M.ethod
Subjects and Procedure
Physiotherapists from twenty-four
(24) Sydney metropolitan public hos-
pitals, with widespread geographic dis-
tribution were asked (by letter to Hos-
pital Administration and Physiotherapy
Departmental Heads) to complete two
questionnaires. One questionnaire
measured knowledge of current behav-
iour therapy approaches which have
been employed in the management of
chronic low back pain. Physiothera-
pists (I I) in four hospitals initially
agreed, but did not send back re-
sponses. Three hospitals, involving 15
physiotherapists, requested, and were
given clarification talks before re-
sponding. In the end, sixty-six (66) out
of eight-six (86) respondents completed
the questionnaires, making a 68% re-
sponse rate.
As a standard comparison group
ninety-seven (97) of a total one hundred
and twenty-seven (127) third year
physiotherapy undergraduate students
who had just completed theirbehav-
iour.therapy studies returned the ques-
tionnaires, making a 76.3070 response
rate.
Table I illustrates some demographic
f?ndings of the samples of physio-
therapy hospital graduate and physio-
therapy undergraduate student popu-
lations studied.
Physiotherapists
(N - 66)
Females 63
Males 3
Age 27.8 (5.1)*
Professional Experience 5.6 (4.4)*
Experience in Chronic Pain Management 3.5 (3.0)*
* Mean in years: SO in brackets
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Students
(N - 97)
65
32
21.3 (2.6)
among third-year physiotherapy stu-
dents having just completed their be-
haviour therapy programme, were as-
sumed to indicate the level of
knowledge to be expected when Cum-
berland College physiotherapy gradu-
atesbegin their careers in the clinical
field. The behavioural science com-
ponent of the physiotherapy under-
graduate programme at Cumberland
College is designed specifically to suit
the specialized clinical needs of the
physiotherapist. The units studied by
Physiotherapy Year II and Ill, with
topics of each unit detailed, are as fol-
lows:
In Year II, skill relearning and operant
principles:
(I) • Operant learning theory prin-
ciples.
• Application to skill learning
and relearning in physical reha-
bilitation.
• Strategies for management dif-
ficulties
eg generalization of training,
absence of intrinsic moti-
vation,
ethical issues associated with
use of behavioural tec-
hiques.
(2) Movement control and organiza-
tion which includes biofeedback
for the augmentation of control
loops.
In Year Ill, the Behaviour Therapy
course introduces students to the con-
cepts and techniques employed in the
management of anxiety and pain.
• Aetiology of anxiety.
• Methods of systematic desensitiza-
tion, flooding, cognitive behaviour
therapy.
• Contingency management tech-
niques for the control of chronic
pain.
• Practical work in the self-monitoring
of behavioural excesses and deficits.
• Assertiveness training.
Case examples are introduced
throughout the entire course allowing
exploration of various behavioural
management strategies for a range of
clinical conditions likely to be encoun-
tered by the physiotherapist (see Ad-
ams and Moran 1988).
Additionally, the level of knowledge
was t9 be determined among physio-
therapists who had been practising for
some years, and who at some time had
been responsible for the management
of patients with chronic low back pain.
This would give an indication of the
already existing level of knowledge of
behaviour therapy in the field which
our newly graduated students were
about to enter. The existing level of
knowledge in the field would in turn
indicate how much understanding and
guidance our new graduates could ex-
pect in the initiation and development
of behaviour therapy techniques.
The problem of transfer of class-
room-acquired knowledge to the clinic
is a familiar one and is particularly
important here, where the knowledge
at issue has the potential to offer good
support to the physiotherapist begin-
ning the long term management of a
chronic low back pain patient.
It was also important to determine
the physiotherapist's perception of their
professional role in relation to the range
of behaviour therapy approaches
known to be effective in the manage-
ment of chronic low back pain. Ques-
tionnaire II, Part A was designed to
give an indication of the extent of ac-
ceptance (Table .2). Although the
knowledge of these behaviour therapy
approaches and their effectiveness may
be important, the extent to which they
are perceived as within one's profes-
sional domain is also important and
will determine whether or not they are
incorporated into a physiotherapist's
management programme when a pa-
tient presents with chronic low back
pain.
Table 2 shows the six items listed
(selected from research literature and
randomly ordered) which respondents
were asked t() rank in perceived order
of importance, in the physiotherapist's
management programme for a chronic
low back pain patient. Respondents
were invited to include additional items
Educational Needs in the Treatment of Back Pain
Table 2:
Questionnaire II, Part A items
Instruction: Rank items according to their importance in the Physio-
therapy management of chronic pain.
* Working towards more normal activity
* Fighting depression
* Controlling the use of painkillers
* Changing maladaptive family patterns
* Preventing the pain getting worse from muscle tension
* Recognising other problems which may aggravate pain (eg Social
isolation, unhappy in job)
Table 3:
Instructions and items for Questionnaire II, Part B
Listed below are Behaviour Therapy techniques which have application
for the management of chronic low back pain.
For each item, tick the category {Vel}' Appropriate . .. Vel}' Inappropriate)
which most represents your view of the item's appropriateness in the
Physiotherapy management of chronic low back pain.
1. Have the patient take responsibility for deciding daily activity goals.
2. Grade activities and start with ones which are easy to accomplish.
3. Have the patient keep charts of progress.
4. Train the patient to self-reward for achieving goals.
5. Train yourself (therapist) to focus away from pain behaviours (moans,
grimaces, complaints) and pay attention to well behaviours (smiles,
greetings, constructive statements). .
6. Train the patient to distract him/herself from thinking about the pain
when it occurs.
7. Devise a system which will support long-term maintenance of the
treatment gains.
8. Deep muscle relaxation training with or without biofeedback.
9. Mental relaxation training.
10. Following your discussion with the doctor, show the patient how to
use a time schedule to control use of pain killers.
11. Help the patient to identify positive, attractive, likeable things about
him/herself and to practise thinking about them.
12. Teach the patient how to be assertive in seeking information about
their condition and management.
13. Counsel the patient's family in how to give back responsibility for
daily activities to the patient.
14. Teach the family how to reward the patient for taking the initiative
and how to ignore expressions of pain.
15. Inform the patient how other problems (eg personal relationship,
unsatisfying job, alcohol, litigation) can aggravate pain.
16. Assist patient to identify aggravating problems if they exist.
17. Provide information and resources for patient reluctant to seek other
professional help for the aggravating problem/so
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Table 4:
Mean scores for Questionnaire I
Table 4 illustrates the mean score of
the responses, from a total possible
score of 42. The mean scores indicate
an overall similar level of knowledge
for the two groups.
Results
The responses to Questionnaire I,
measuring knowledge of current be-
haviour therapy techniques were scored
using a Likert-type scale.
and rank among listed items. Any item
considered 'not appropriate' to the
Physiotherapist's role was able to be
marked with N.A. against it.
Part B of Questionnaire II (see Table
3) expanded on the Part A items. Here
there were seventeen items (selected
from research literature and randomly
ordered) stating specific behaviour
therapy procedures and broader be-
havioural approaches used in the clin-
ical management of chronic low back
pain. Respondents were asked to in-
dicate whether the items listed were
appropriate, or not, for Physiothera-
pists treating patients with chronic low
back pain. The items were chosen to
express a variety of behavioural ap-
proaches as follows:
(a) Specific techniques which focus on
physical exercise and muscle state
(1, 2, 8).
(b) Specific techniques employed to
help chronic pain patients acquire
'well' behaviours (5, 6, 10, 13, 14,
15, 16).
(c) Specific techniques employed for
a variety of problems including
chronic pain (3, 4, 7).
(d) Behavioural approa~hes concerned
with cognitive and affective states
for a broad range of problems (9,
11, 12, 17).
4.3
4.5
3.3
2.7
1.5
4.8
Students
3.7
2.6
3.3
3.7
1.5
3.6
Physiotherapists
Again both groups focused on the
activity-related techniques as most ap-
propriate, with less regard for cognitive
and social techniques. However, there
is a recognition by both groups of the
importance of social reinforcers in pro-
moting well behaviours. While the long·
term maintenance of gains is recog-
nised as an important goal, the other
items attracting the highest frequencies
are techniques usually employed in the
early stages of a programme to help
patients over initial difficulties in ini-
tiating and building up activity. In
chronic low back pain management the
real problem is a long-term mainte-
nance of treatment gains, and it is not
clear in the research literature that tech-
niques which are successful in the ac-
quisition phase will automatically have
long-term carryover.
Doleys et a/ (1982) showed that set-
ting quotas for exercise and giving so-
cial reinforcement for the achievement
of quotas for hospitalised chronic pain
patients increased the amount of ex-
ercise done by patients in daily ses-
sions. The effect, however, did not
generalize to non-quota exercises, and
there was no maintenance of exercises
following hospital discharge.
Another finding of interest in the
present study is that the two items to
Working towards more normal activ-
ity.
Changing maladaptive family pat-
terns.
TableS:
Mean Ranks, Questionnaire II, Part A
Controlling the use of painkillers.
Fighting depression.
Preventing the pain from getting
worse from muscle tension.
Recognising other problems which
may aggravate the pain.
For Questionnaire II, Part A, there
was substantial agreement between the
two groups (Table 5). When respond-
ents were asked to rank the items in
order of importance in physiotherapy
management, the two items: (a) work-
ing towards more normal activity; and
(e) preventing the pain getting worse
from muscle tension; were ranked high
by both groups. Extrapolating from
the Wilcoxin-matched pairs sign ranks
table, a value of less than 0 (ie a neg-
ativenumber) is required for signifi-
cance. A non-significant difference was
found between the two sets of ranks.
This shows that a preferred focus for
both groups is on activity and muscle
state, whilst it was regarded as rela-
tively less important for physiothera-
pists to focus on those components of
chronic pain such as life style and job
circumstances, emotional state, drug
dependence and maladaptive family in·
teractions, despite the possibility of
these having major effects on the long-
term response to treatment.
The results of part B of Question-
naire II Show a strong tendency to-
wards checking items as appropriate or
very appropriate (see Table 6 (a».
Table 6(b) shows the three highest
and the lowest 'Very Appropriate' re-
sponse frequencies for both groups.
Students
27.2 (4.5)
Physiotherapists
26.6 (4.3)*
* SO in brackets
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Table 6(a):
Percent checking 'very appropriate' and 'appropriate' for Questionnaire
II, Part B
do with family education (13, 14) were
judged to be important by the respond-
ents especially by the students. Doliber
(1984) surveyed physiotherapists work-
ing in pain centres in America and re-
ports:
At least 66070 of the physiotherapists
generally met family members and
believed that family education was
at least moderately part of their role
(in the management of chronic pain)
(p.907).
Table 7 shows the result for the fam-
ily items. Although the differences us-
ing a Chi-square test only approached
significance, these percentages show the
students' greater emphasis on the
physiotherapist's role in educating the
family of the chronic pain patient (x'(l)
= 1.84, P < .20; X2(1) = 3.69, P < .10).
Discussion
The original question was why be-
haviour therapy is not used more rou-
tinely in the physiotherapy manage-
ment of chronic low back pain when
it appears evident from research find-
ings that the inclusion of some behav-
ioural techniques would be likely to
support the maintenance of treatment
gains.
It was found that the knowledge of
behaviour therapy was comparable for
current physiotherapy undergraduate
students, and hospital-based physio-
therapists.
The second finding was that the
physiotherapists (including students)
had clear ideas about their professional
priorities (in a choice of six) in the
management of chronic low back pain.
They focused on the patient's daily ac-
tivities and muscular state. Maladap-
tive family interaction patterns were a
low priority.
A closer examination of these speci-
fic behaviour therapy techniques was
made in Questionnaire II, Part B,
where discrimination was required
among a variety of techiques appro-
priate for chronic pain management.
Here the respondents tended to choose
techniques which certainly facilitate the
Category (a)
1. Patient responsible for daily
activity goals.
2. Grade activities and start with
easy ones.
8. Deep muscle relaxation and
biofeedback.
Category (b)
5. Focus therapist attention only
on well behaviours.
6. Train patient to distract self
from pain.
10. Time schedule pain medica-
tion.
13. Counsel family to give patient
responsibility for daily activity.
14. Teach family to reward well be-
haviour.
15. Inform patient reo non-physical
aggravating problems.
16. Assist patient to identify ag-
gravating problems.
Category (c)
3. Train patient to keep charts of
progress.
4. Train patient to self-reward for
achieving goals.
7. Devise long-term maintenance
system.
Category (d)
9. Mental relaxation training.
11. Help patient identify positive
self attributes.
12. Teach patient assertiveness reo
pain management.
17. Provide information reo re-
sources for patient with aggra-
vating problems. ,
Physiotherapists
95
100
96
93
89
64
79
66
88
91
90
79
97
91
60
81
95
Students
91
99
99
91
93
86
97
90
94
100
99
96
99
97
65
81
96
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Table 7:
Percent responding 'very appropriate' and 'appropriate' to family edu-
cation as part of the physiotherapy management of chronic low back
pain, Questionnaire II, Part B
Table 6(b):
Items showing the three highest and the lowest frequencies of 'very
appropriate' responses to the use of particular behaviour therapy tech-
niques by physiotherapists in chronic low back pain management, Ques-
tionnaire II, Part B
The behaviour therapy techniques
which are important for long-term
maintenance may be the more cognitive
and familylinterpersonal strategies.
Family education was supported by
Lowest
both students (97CTJo) and Physiothera-
pists (79CTJo), indicating some acknowl-
edgement of the importance of this area
in total patient management (see Table
7).
The educational implications of these
findings for Physiotherapy training in
the management of this difficult pa-
tient group require further investiga-
tion. It may be difficult for physio-
therapists treating these patients to
know which behaviour therapy meth-
ods to choose in the attainment of a
particular patient's treatment goal and
to identify the point in the programme
where a particular behavioural tech-
nique will have a good probability of
a multiplier effect.
These operational problems may be
overcome through role-models. Stu-
dents need firstly to be assisted by clin-
ical educators to link what they learn
in the academic environment to the
clinical setting. Thus it would be nec-
essary to make the student training
situation as similar to the 'real-life'
situations as possible.
Secondly, students require specific
guidelines to assist their decision-mak-
ing concerning which behaviour ther-
apy techniques to include in the total
physiotherapy programme for a par-
ticular patient. Physiotherapists need
to be aware of the operant components
of behaviour problems and to identify
and record the patient's overt physical
and non-verbal behaviours as part of
the physiotherapist's total assessment
procedure for these patients. By start-
ing with practice of simple sub-tasks
in the Physiotherapy School setting, to
guided instruction and role-modelling
of the total task in the clinical setting,
transfer of learning could take place,
and may then go on to occur naturally
once the physiotherapist is working in-
dependently in the clinical setting.
Clinical educators could be trained
specifically in the relevant behavior
therapy techniques, including the use
of cognitive strategies, and family ed-
ucation programmes so that they could
provide a supportive professional en-
vironment for new graduates working
97
17
66
90
73
69
(59)
Students
(%)
Students
Students
(%)
79
66
Physiotherapists
initial stages of management - shap-
ing, feedback, changing therapists-pa-
tient reinforcement contingencies, but
may not be so supportive of long-term
maintenance of gains.
Teach the family how to reward the
patient for taking the initiative and
how to ignore expressions of pain.
Counsel the patient's family in how
to give back responsibility for daily
activities to the patient.
Very Appropriate Physiotherapists
(%)
Highest
Very Appropriate Physiotherapists
(%)
Have the patient keep charts of prog-
ress. (42)
Train yourself (therapist) to focus
away from pain behaviours (moans,
grimaces, complaints) and pay at-
tention to well behaviours (smiles,
greetings, constructive statements) 61
Help the patient to identify positive,
attractive, likeable things about himl
herself and to practise thinking
about them 21
Devise a system which will support
long-term maintenance of the treat-
ment gains. 70
Grade activities and start with ones
which are easy to accomplish. 79
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to raise and maintain the daily activity
levels of chronic low back pain pa-
tients.
Continuing education courses, ad-
dressing primarily the long-term main-
tenance questions would reinforce un-
dergraduate learning. The maintenance
of behaviour therapy skills learned as
an undergraduate will not occur, while
physiotherapists currently working in
the field do not recognise the impor-
tance of these skills in the total man-
agement of patients with a chronic low
back pain problem.
Although 'management packages'
for chronic pain patients are being car-
ried out in some hospitals in a multi-
disciplinary team context, physiothera-
pists nevertheless need to be aware of
the individual professional role they
can play, and expand their expertise in
this area. Awareness of the total prob-
lem which may present allows for im-
mediate capability to tackle the whole
problem and this includes early rec-
ognition of aspects which may require
family counsellors, cognitive behaviour
therapists, clinical psychologists, or
Appendix
psychiatrists, beyond the physiothera-
pist's expertise, and early referral for
therapeutic intervention which will
support the long-term goals of the
physiotherapy programme.
Conclusion
This study aimed to review the
physiotherapists' understanding of be-
haviour therapy, in the management of
chronic low back pain. The results in-
dicated that, compared with under-
graduate physiotherapy students just
completing their behaviour therapy
course, hospital-based physiotherapists
had an overall comparable level of
knowledge of behaviour therapy prin-
ciples and techniques.
The value of some behaviour therapy
techniques for chronic low back pain
management was not always identified.
Research findings indicate that there is
potential for a more successful long-
term outcome when behaviour therapy
is included in traditional physiotherapy
management programmes.
It is anticipated with an increased
awareness of the continuing educa-
tional needs of physiotherapists in this
area, that improved management of
patients with chronic low back pain
will result.
References
Adams R and Moran C (1988), Behavioural psy-
chology in the physiotherapy curriculum, Paper
presented at the International Health Sciences
Education Conference, Sydney, Australia.
Anderson T, Cole T, Gulliksen G, Hudgens A
and Roberts A (1977), Behavioural modification
of chronic pain: a treatment program by a mul-
tidisciplinary team, Journal of Clinical, Ortho-
paedic and Related Research, 129,96-100.
Cinciripini P and Floreen A (1982), An evaluation
of a behavioural program for chronic pain,
Journal of Behavioural Medicine, 5, 376-389.
Doleys D, Crocker M and Patton D (1982), Re-
sponse of patients with chronic pain to exercise
quotes, Physical Therapy, 62, 1111-1114.
Doliber C (1984), Role of the physical therapist
at pain treatment centers, Physical Therapy, 64,
905-909.
Heimick R, Cohen M, Naliboff B, Collins G and
Bonebakker A (1985), Comparing physical and
behaviour therapy for chronic low back pain
on physical abilities, psychological distress, and
patients' perceptions, Journal of Behavioural
Medicine, 8, 61-78.
Roberts A and Reinhart L (1980), The behavioural
management of chronic pain: long-term fol-
lowup with comparison groups, Pain, 8, 151-
162.
Document (1986), Stage IV Review, 'Bachelor of
Applied Science (Physiotherapy)', Cumberland
College of Health Sciences.
Questionnaire I Items Showing Likert Type Scaling
Behaviour therapy means different things to different people. Indicate for the following statements those
which fit your understanding of what behaviour therapy is and those which do not.
For your responses tick the Agree OR Disagree column. If you feel some doubt tick the Perhaps Agree
OR Perhaps Disagree column.
Agree Perhaps Perhaps DisagreeAgree Disagree
1. For behaviour therapy, symbolic learning
processes do not play an important part in 0 1 2 3
modifying behaviour.
2. Behaviour therapy holds that a person is best
described by the typical personality traits 0 1 2 3
which he/she shows in most situations.
3. Detailed rules about objective measurement
and methodology are a feature of behaviour 3 2 1 0
therapy.
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4. An important aim of behaviour therapy is to
identify the causes of maladaptive behav- 0 1 2 3
iour.
5. Behaviour therapy does not make use of prin-
ciples from other branches of psychology 0 1 2 3such as developmental and cognitive psy-
chology.
6. Internal "private events" are important in be- 3 2 1 0haviour therapy management.
7. The behaviour therapy position is that most
abnormal behaviour can be modified by 3 2 1 0teaching the person socially adaptive behav-
iours.
8. In behaviour therapy terms a person is best
described by what he/she thinks, feels and 3 2 1 0
does in particular situations.
9. Behaviour therapy defines abnormal behav-
iour as a symptom of some underlying psy- 0 2 3
chological disorder.
10. Behaviour therapy does not take account of
a person's habitual way of reacting to diffi- 0 1 2 3
cult life situations.
11 Behaviour therapy would say that abnormal
behaviour is a way a person has learned to 3 2 1 0adapt to the stresses and difficulties of liv-
ing.
12. Behaviour therapy is a form of intervention
which is concerned with treating symptoms 0 2 3
rather than causes.
13. Behaviour therapy is a development of the
principles of classical and operant condi- 3 2 1 0
tioning.
14. According to behaviour therapy, helping the
person work through his/her inner conflicts 0 2 3is the most appropriate way to change ab-
normal behaviour.
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